MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH _ 7—63-—009‘?52

DEPARTMENT OF PUBLIC HEALTH AND WELFARK

o . - . ; o, of & STATE FILE NUMBER
DO NOT WRITE AMENDED Reol!"m ilﬁﬁtﬁ mﬁé%ﬂ)nmw Registration District No. -_£ L _Registrar’s No. —Nf—jé———g:

ON THIS STUB

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decgaud lived. If institution: Residence before
a. COUNTY St. Louis . a. STATE Mo. b. COUNTY ac_fmiuion)
b. CI'IF'lY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY

- VS 300
Rev. 4/59

Inside-Limits

OR .
1oWN  Gardenville 1% Yrs, own  St, Louis Yor @-Fo O
c: FULL NAME OF (If NOT in hospitel, give location) Inside Limi d. STREET (If cutside, glve location}
FITAL OR ADDRESS

INSTITUTION Mjller Nursing Home Yes BN O 4005 Hydraulic Ave.

. NAME OF DECEASED First Middle Last 4. DATE Month
{Typs or print)

Reside on Farm

o =) ¥
N ;}rs AMENDED

Day

. .| . of . . .

JOSEPH CUTTER DEATH Feb, 17 1963

. SEX 4. COLOR OR RACE 7. Married ®1  Never Married [] [8. DATE OF BIRTH | 9- AGE (last birthday} | IF UNDER 1 YEAR | IF UNDER 24 HR
Male White Widowed [] Divorced [ 9_ 25_1895 69 Months I Days Hours Min.

10a. USUAL CCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country). | 12, CITIZEN OF WHAT COi JNTRY

BESPeLE TSN BEHIEHER Russia . U.S.A.

13a. FATHER'S NAME 136 MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Samuel Cutter Sarah Unkmown : Marie Cutter

15, WAS.DECEASED EVER IN U.5. ARMED:FORC 'NO. |17, INFORMANT . Address

(Yes. ro, g mkrown) | 1F ves, oive M Re " 3 Marie Cutter 4005 Hydraulic Ave.

18. CAUSE OF DEATH (Enter orlly one cauvse per line for (a), (P}, gnd (€l INTERVAL BETWEEN
PART |. DEATH'WAS.CAUSED BY: - . ONSET AND TH
' . " IMMEDIATE CAUSE (a) ‘b
Conditions, if any, DUE TO (b} W MM ; h
.f.,i 5 /-

DOCUMENT

which gave rise to
above cause [a),
atating the " under- - L
lying cause lést, DUE YO {c)

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to ﬂm terminal PART UIl. 1f deceased was female was
*  -dissase condition'given in PART | [a) . thers a pregnancy in last 90 days.

lDYes, 0 Ne I O Unknown
19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature.of Injury in PART | or PART |} of item 18.)
a a

PERFORMED
YES [J NO

20c. TIME OF Hour  Month, Day, Year
INJURY a.m: ;
- p.m.

RRED = 2e. PLACE OF INJURY (eg .. in or about home, | 20f, CITY, TOWN, OR LOCATION COUNTY
i WI':'{{?A")ICV‘\:I%RK farm, factory, straet, offics bldg., atc.}

NOT WHILE AT WORK 0]
h_ké&ﬁ—.ﬂnd lnyt saw hlm alive on_ké‘LL&———-

.m on the date stated above, and to the best of my knowledge, from the causes stated.

_ AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CE!TIF.ICATIO_N

22b. ADDRESS T . PATE SIGNED

62.33

23c. NAME OF CEMETERY OR CREMATORY

frmsy=ca =

USE BLACK INK
OR
YPEWRITER RIBBON

SHOULD READ

I

e e

SRR OU wRac s o E




At STATEMENT. BY LICENSED EMBALMER

-

|1 hereby certify that the body ose name is recorded on the reverse side of this certificate was embalmed by me,

or by . ) . Studenf Embalmer No._____

I [/—\-—
working under my personal supervision. . ‘ é é
Student, - ; Signed/ ’ %

Signature of Student Embalmer
Licensed Embaln 4 & 5/ o

P. Q. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fanlure to comply
" with the above constitutes grounds for revocation of |mense) L S .
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